a b s t r a c t INTRODUCTION: Spinal pseudomeningoceles are extradural collections of cerebrospinal fluid that result following a breach in the dural-arachnoid layer and is reported as one of the complications of lumbar disc surgery. Although they are often self subsiding and asymptomatic, they may occasionally cause lowback pain, headaches, and even nerve root entrapment. The purpose of this case report is to present an unreported presentation of pseudomeningocele PRESENTATION OF CASE: A 34 year obese male presented one month post lumbar discectomy with symptoms suggestive of raised intra cranial pressure presenting as repetitive decerebrate rigidity and altered sensorium lasting for few minutes when there is pressure on the pseudomeningocele sac and subsiding with change in position of the patient. He underwent surgical repair of the dural tear and was improved symptomatically with no recurrence of symptoms at five years follow up. DISCUSSION: Radiological investigation helped in ruling out the other causes of decerebrate rigidity and the possible mechanism of development of such symptom in pseudomeningocele is discussed. CONCLUSION: To the best of our knowledge, this is the first reported case of pseudomeningooele presenting as decerebrate rigidity. Spinal pseudomeningocele can present in varied ways and earliest detection is the key to avoid such complications.
Introduction
Postoperative pseudomeningocele, a rare complication of spine surgery, is an extravasated collection of cerebrospinal fluid that results from dural tear. Though this entity is frequently asymptomatic, it can occasionally be associated with a range of symptoms including headaches, infection, back pain, radiculopathy, and myelopathy [1] [2] [3] . Computed tomography (CT) and magnetic resonance imaging (MRI) are useful for diagnosis. Treatment must be specific to each patient as the timing, size, symptoms, and location of the dural breach all affect the choice of therapy. Surgical treatment is required in symptomatic cases [4] [5] [6] . Here we report a unique case of lumbar pseudomeningocele, where the patient when received pressure on pseudomeningocele encountered decerebrate rigidity and altered sensorium. This complication of pseudomeningocele is noteworthy as it is not reported elsewhere. This case report has been reported in line with the SCARE criteria [7] and patient's consent was duly obtained.
Case report
The patient, a 34-year-old obese male presented to us with bilateral L4 radiculopathy. On examination, he had mild left extensor hallucis longus weakness. MRI of the lumbosacral spine revealed L4-L5 large central herniation, which was causing distortion of the dural sac and cauda equina roots. (Figs. 1 and 2). He underwent L4-L5 microdiscectomy via standard posterior midline approach with left sided exposure. The patient endured the surgery well and there were no obvious dural tear and CSF fluid leakage observed per-operatively. He was discharged on the following day with his only complaint of constipation. A week later, he presented with sudden onset of suboccipital pain while straining at stools and the same day, he noticed cerebrospinal fluid leak from upper end of the incision, which resolved after local suturing, diuretics and acetazolamide administration. The patient, back to his routine life, once more presented a month later with sudden episode of uprolling of eyes associated with opisthotonous posturing and altered sensorium for few minutes with vomiting and snoring while resting his back to the chair in sitting position. Similar episodes were noted whenever he was trying to lie supine. Before the onset of these episodes, he suffered an unusual feeling in occipital region with mild headache. On examination, he had a firm induration in and around operative region without any obvious swelling and the operative wound had completely healed. It was observed that even a mild pressure in indurated area troubled the patient with severe headache. An MRI brain had ruled out hydrocephalus and Chiari malformation ( Figs. 3 and 4 ). We performed an MRI of the lumbosacral spine, in prone position with difficulty, which showed an extradural cystic collection, which was hypointense on T1 weighted images and hyperintense on T2 weighted images. There was a clear communication with the dural sac along the tract through which the discectomy was performed (Figs. 5 and 6). He underwent re-exploration of the incision and repair of the dural defect. Intraoperatively, large pseudomeningocele was present in fat layers with extension upto root sleeve level as depicted in axial MRI ( Fig. 6 ). Due to the effect of persistent CSF, a smooth epithelialized cavity was noted within the fat layer, which was excised to help wound closure and healing. There was a small dural rent with rugged edges on anterior part of the root sleeve and the CSF was ejecting out through the rent with every spinal pulsation, and this was reconfirmed with valsalva maneuver. The rent was closed with muscle patch and fibrin glue. The wound was closed in multiple layers, mobilizing the fat from paraspinal region, creating superior and inferior flaps to cover the dead space. Postoperatively, the patient was put on a superficial drain without negative pressure and nursed in prone position. Diuretics and acetazolamide were added. Wound healed without any recurrence of pseudomeningocele and all symptoms of the patient completely subsided. He was followed up for period of 5years without recurrence of symptoms.
Discussion
Postoperative pseudomeningocele formation is reported with an incidence ranging from 0.068% to 2%. Dural tears are a well recognized complication of spinal surgery. When the dura is torn, CSF may be forced through the tear to form a pseudomeningocele that can displace paravertebral soft tissues and subcutaneous space [8, 9] . In our patient, the dural tear was not noted per-operatively at the initial surgery. Instead, all his symptoms were noticed fol-lowing straining at stools suggestive of tear of the arachnoid during straining. However, it is likely that there must have been dural rent without arachnoidal rupture during initial surgery. The symptoms associated with pseudomeningocele vary widely, including back pain, sciatic pain, headache, neck pain, nausea, vomiting, tinnitus and a palpable mass. However most of the pseudomeningoceles remain asymptomatic [10, 11] . Symptoms may appear at any time and the severity of symptoms does not necessarily correlate with the size. The major symptom is a severe postural headache that develops minutes after arising from a recumbent position and is relieved minutes after lying down suggesting low pressure headache [9] . Endriga et al. demonstrated occurrence of hydrocephalus in his case who presented as constant headache and increase in size of ventricles, which resolved with ventriculoperitoneal shunt [12] . Our patient had symptoms suggestive of raised intracranial pressure presenting as repetitive decerebrate rigidity with altered sensorium on whichever posture that compressed the pseudomeneningocele, but with normal MRI brain unlike the case demonstrated by previous author [12] . Diagnosis of pseudomeningocele typically depends on MRI which shows low signal intensity on T1-weighted image and high signal intensity on T2weight image. In our patient MRI has been used as the modality to prove the communication between the subarachnoid space and extradural space radiologically. Conservative measures alone [13] , including hydration, prolonged bed rest and analgesics, are generally not considered adequate to control large CSF leaks with pseudomeningocele. The standard treatment for persistent CSF leak is open revision surgery and closure of dura arachnoid layer [4, 10, [14] [15] [16] . Our patient underwent re-exploration of the incision and repair of the dural defect, considering the life threatening manifestation of the disease. The postural decerebrate rigidity developed in our patient represents a unique complication of pseudomeningocele which is not reported. The probable cause of raised intracranial tension can be best explained as a retrograde pressure of the collected CSF fluid getting transmitted into the spinal subarachnoid space secondary to pressure on the sac either with supine position or by any means of pressure on the sac. Normally raised intracranial tension of 40-50 mm HG above the cerebral perfusion pressure leads to decerebrate rigidity. Because of presence of large amount of fat in the subcutaneous plane, patient have developed large pseudomeningocele which after a month must have decompensated to produce his symptoms.
Conclusion
Our case report clearly depicts possibility of raised intracranial pressure in cases of large pseudomeningocele with persistent communication with sub arachnoid space. This was confirmed by complete relief of the symptoms, once the pseudomeningocoele was repaired surgically.
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